We retrospectively analysed patients seen in a rapid evaluation and 14% had a neurophysiological procedure; 19.4% were admitted on the same day, referral clinic to identify those with abnormalities genuinely requiring urgent assessment, and to evalu-13% underwent CSF analysis and 34% required some form of therapeutic intervention. In retrospect, ate the impact of the clinic on routine services. After advertising the availability of the service, 25%
Introduction
It has been estimated that around 10% of patients into arbitrary categories of perceived urgency based on the written request ('urgent, soon, soonish, rouexamined by primary health care physicians in the United Kingdom present with neurological symptine, etc.'). In turn, referring doctors may respond to the delays by developing a number of tactics for toms,1,2 and 20% of all medical patients admitted to hospital have a neurological problem,3 but only a leap-frogging this traditional method of prioritizing work-loads; these include pressure exerted by fundsmall proportion of these cause enough concern to be referred to a specialist unit. 4 Despite this prevalholders and the plaintive cry of '? papilloedema'. Little information is available concerning the breadth ence of neurological disease, only 290 neurologists serve a population of 60 million in the United and mix of these patients referred to the neurologist for an urgent opinion, or the outcome and analysis Kingdom (1 per 210 000). Successful efforts have recently been made to expand the speciality, but the of what referring doctors expect from an urgent consultation. persisting mismatch between need and access to expertise is expressed by long waiting times for outIn addition, neurological expertise can best be deployed by identification of symptom complexes patient appointments, and clinics in which too many patients are seen for too short a time-factors which likely to identify relevant neurological disorders, or those situations in which genuine but unfounded prompt inappropriate referral to other specialities with shorter waiting lists, whose management may anxiety can be alleviated, resulting in a more effective provision of neurological services. This may then be be less efficient. 5 In an attempt to deal with patients considered to require urgent attention by the referring re-applied in clinical practice to provide rapid and appropriate clinical guidelines for requests from doctor, most neurological units place out-patients primary-care workers, and to shape the pattern of days. One hundred and seventy-nine patients (51.1%) From February 1995, patients considered by their had abnormal neurological signs on examination, general practitioner to require a urgent neurological and in 144 (41.1%) these were of recent onset; the assessment were seen in a clinic adjacent to the most commonly identified anatomical clinical syninpatient unit within 24 h. The service was advertised drome was brainstem dysfunction (21.8%), followed to all local general practitioners via mailshots from by cranial nerve lesions (19.0%), and myelopathy the General Practitioner liaison service based at (16.8%) ( Table 2 ). Addenbrooke's. A prospective register of attendants Two hundred and forty-six (66.1%) patients were was maintained, together with a record of the referral investigated, and the most common procedure was source, demographic data, the clinical details which a CT scan (44.6%) followed by a blood test-usually precipitated the assessment, and whether the patient routine biochemistry or haematology (36.6%)-and was being seen for the first time in the neurology MR imaging (16.9%) ( Table 3) . Sixty-eight patients department. All patients were assessed by a senior (19.4%) were admitted on the same day, and 18 registrar or registrar trainee in neurology, and the (5.1%) on a later date. Follow-up arrangements were notes were reviewed retrospectively by a consultant. made for 207 (59.1%) patients. A therapeutic interThe preliminary working diagnosis, investigations vention was prescribed or adjustments made to preordered and any action taken, were noted. The final existing treatments in 122 (34.9%), and 43 (12.3%) diagnosis was made with the benefit of results from patients were referred to another speciality (Table 4) . investigations using this information or additional One hundred and nine (31.1%) patients were disclinical details emerging during follow-up.
charged without treatment or follow-up. During the A consultant neurologist reviewed the records on 18-month period of the study, no effect was observed each patient to define those in whom early intervenon routine out-patient waiting times, which remained tion may have altered the course or prognosis of the stable at 10 weeks for new referrals and 16 weeks illness, or in whom the potential for serious neurologfor follow-up appointments. However, waiting time ical disease was identified. These were considered for in-patient investigation fell from 4 weeks to 1 to have benefited from the availability of this acute week. The proportion of patients requiring urgent clinic. No assessment was made of patient or general assessment in retrospect rose from 17/54 (31%) in practitioner satisfaction as a result of the review.
the first quarter to 33/88 (38%) in the last quarter. Clinico-pathological associations were then analysed
In 247 (70.6%) patients, a diagnosis of organic for common symptom complexes, and the frequency neurological disease was identified to explain the of appropriate referrals was estimated. Routine outpresenting syndrome; however, in retrospect, only patient waiting times were also monitored for the 123 (35.1%) patients were thought to have warranted first 18 months of the study in order to determine an urgent assessment. Forty-three (12.3%) patients any effect on the volume or patient mix in these clinics.
were considered to have been referred inappropri- dromes commonly precipitated referral, and more than half of all patients had abnormal signs on examination. ately. The dominant presenting symptom most likely to be associated with genuine requirement for an Despite many descriptive clinical papers published on single diseases, few have sought to evaluate the urgent opinion was visual impairment or loss (68.4%) place of the general neurologist in serving the provide a better yardstick of expectation and identify situations where efficiencies may be made.11,12 community, although many have sought to define their role.6,7 Direct comparison of the available Headache is undoubtedly one of the most prevalent complaints, providing an estimated general pracstudies is difficult because of the variable disease classifications and their traditional course through tice consultation rate of 16 per thousand per year compared to 2.9 per thousand per year for epilepsy the neurological system. Examination of four epidemiological studies of neurological practice in the the next most common neurological disorder in a national study on morbidity. 13 However, why headUnited Kingdom allow some perspective on the present role of neurologists. In an extensive study ache should provide an area of such concern to primary health care physicians and their patients is practice by a single-handed neurologist recording encounters with more than 3000 patients over 11 not clear, although fear of organic disease and dissatisfaction with the consultation are common.14 years,8 the commonest presenting syndromes seen were disorders of consciousness (17.1%), and pain
In this series, headache represented a greater proportion of urgent than routine referrals compared to in the head or face (16.0%), whereas epilepsy, migraine and tension headache were the most previous studies, but in only 4/95 patients presenting with headache was a structural lesion identified, and common diagnoses. These proportions are also reflected in a study of patient encounters by neurolothese headaches were characterized by their unrelenting and progressive severity as well as associated gists in ten different units in the United Kingdom,9 the UK national audit, and a study of general practice neurological signs. The management of multiple sclerosis in relapse referrals to a department of neurology in south Wales,10 where epilepsy, faint or collapse and headwas the second most common clinical problem referred to the clinic, largely for consideration of ache made up around 35% of all consultations. However since general practitioners provide around intravenous methyl prednisolone. In 20/44 cases, therapeutic intervention was thought to be inappro-80%10 of all out-patient referrals, establishing the areas of greatest concern to these physicians may priate often through the lack of new objective
